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RhinoplastyAbstract Importance: The alar rim has been a neglected part of the nose in rhinoplasty proce-
dures. Excessive alar overhanging is not uncommon to be seen while performing rhinoplasty and
sail excision technique has a role in this deformity.
Objective: The sail excision technique idea is that the hanging ala can be lifted via the removal of
a piece of triangular vestibular skin shaped like a sail. Due to the frequency and esthetic importance
of this deformity to the patients we evaluated this technique.
Methods: The sail excision technique is described in detail. Quantitative analysis of excision
parameters was performed using statistical analysis.
Results: Survey responses were received from 24 patients. Patient satisfaction was recorded by a
score from 0 to 10, with 0 being the least satisﬁed by the result of surgery and 10 being the highest
satisfaction. The minimum satisfaction score was 5 and the maximum was 9 with a mean of 7.41.
Conclusions: The greatest advantage of this technique is that all of the incisions were placed in
the vestibular skin thus hiding the scars into the depth of the normal alar rim.
Level of evidence V: Evidence from systematic reviews of descriptive and qualitative studies.
ª 2014 Egyptian Society of Ear, Nose, Throat and Allied Sciences. Production and hosting by Elsevier
B.V. All rights reserved.1. Introduction
Attaining consistently superior results in rhinoplasty involves a
combination of artistry, psychology, science, and philosophy.
Surgically, superior rhinoplasty results are usually measured
in millimeters. The human brain is incredibly adept atprocessing a substantial amount of information in fractions
of seconds, enabling it to discern millimeters of difference when
analyzing facial harmony. This concept is especially evident
when it comes to alar soft-tissue sculpting. The relationship
of the alar rim to columella visibility and nostril proportion is
crucial to a good esthetic result. The alar rim has been a
neglected part of the nose in primary and secondary rhinoplasty
procedures for want of a natural contouring operation.1–3
Awareness of alar soft-tissue excision principles in con-
junction with operative experience will result in more favor-
able long-term appearance and heightened patient
satisfaction. The primary aims of operating on the alar
soft-tissues should be to achieve an esthetic balance anded.
14 W. Hussein et al.natural appearance, maintain natural borders, and prevent
revision surgery.3
Gunter et al. astutely classiﬁed alar rim abnormalities into
six distinct classes. Of the six classes of alar-columella deformi-
ties described by Gunter et al. only two are true alar rim
abnormalities. One is the retracted or notched ala; the other
is the hanging ala. These two deformities can readily be
detected by connecting a line from the apex of the nostril out-
line to the nadir of the nostril on the proﬁle view. If the alar
rim is within 1.5–2 mm of this line, then the ala is in an optimal
position. If this distance is longer, the disharmony is a
retracted or notched ala; if the distance is shorter, the defor-
mity is a hanging ala (Fig. 1). A variety of techniques have
been used to correct this deformity, and each is effective with
some nuances. Excessive alar hooding or overhanging is a
relatively rare problem in Caucasians but is more common
to be seen in the North African noses and requires surgical cor-
rection. Just like many plastic surgery procedures, there are
multiple ways to correct this deformity surgically.4,5
Alar lift surgery is an integral part of any rhinoplastic pro-
cedure. The alar lift is usually indicated in noses which often
require re-contouring or re-shaping of the nostril to achieve
symmetry and appropriate size and to correct alar overhang.
It is also used in re-contouring cleft lip noses, equalizing asym-
metrical nostrils, enlarging small nostrils, converting round to
oval nostrils and the correction of alar overhang. The alar
overhang gives a poor esthetic relationship of the alar rim with
columella as exempliﬁed by the low wings of the ‘‘gull’s wing in
ﬂight’’ appearance.6
The hanging ala can be corrected by removing an elliptical
alar lining along with a proportionate amount of subcutaneous
tissue and leaving the skin intact as proposed by Gunter.
Mckinney suggested that in thin-skinned individuals, elevation
of the ala may be accomplished by resection of the caudal
aspect of the lateral crus without trimming the lining. Millard
described the alar margin sculpturing through shaping the
thinning in conjunction with alar base excision.4,7,8
In 2010, Baladiang et al. proposed a modiﬁcation of the
known alar lift techniques. The sail excision technique idea isFigure 1 (A) A line connecting the apex of the nostril to its nadir d
exists when the distance from this line to the alar rim is greater than 1.5
to 2 mm. (Adapted from Gunter JP, Rohrich RJ, Friedman RM.
rhinoplasty. Plast Reconstr Surg 97: 643, 1996).that the hanging ala can be lifted via the removal of a piece
of triangular vestibular skin shaped like a sail. This technique
was further reﬁned by rolling the alar rim skin and suturing
into the defect to form a new lifted rim margin. Due to the fre-
quently encountered thick overhanging ala we evaluated this
technique.6,9
2. Methods
2.1. Ethical considerations
The study was conducted at the Otorhinolaryngology depart-
ment, Alexandria Main University Hospital on patients admit-
ted for elective rhinoplasty. The study protocol was presented to
the human subjects committee of ethics in the university hospi-
tal and an approval was obtained prior to the start of the study.
2.2. Surgical technique
Thorough analysis of the alar–columellar relationship is the
ﬁrst step to be performed. The degree of alar overhanging
should be carefully assessed. The analysis is then followed by
marking the Sail shaped excision on the vestibular side of
the ala. The sail is fashioned with its apex starting at the high-
est point of the Gull wing in ﬂight imaginary columellar–alar
line. The caudal margin of the sail is marked just above the
alar rim. The cephalic margin of the sail lies at the vestibular
groove. This sail excision could be combined with other alar
base reduction techniques (Figs. 2 and 3).
The marked areas on both sides are inﬁltrated with 2%
Lidocaine and 1:100.000 units of Epinephrine. The skin is
incised at the marked lines and excised with a considerable
amount of the underlying subcutaneous tissue without com-
promising the skin side of the ala.
The defect is then closed in a single layer closure using
Nylon or Polypropylene 6.0 sutures. This excision is done on
both sides with individualized degree of excision according to
the degree of overhanging.ivides the nostril into equal halves. (B) A retracted or notched ala
–2 mm. (C) A hanging ala occurs when the distance is less than 1.5
Classiﬁcation and correction of alar-columellar discrepancies in
Figure 2 Schematic illustration of the sail excision technique;
(A) represents the planned part to be excised from the vestibule,
(B) represents the planned alar base reduction.
Figure 3 Intra-operative incision of the planned sail excision.
Alar lift using sail excision technique 15The incision is closed starting from both ends toward the
middle with application of a moderate tension over the edges.
The incision sutures are usually removed 6–7 days after sur-
gery. This application of the sail technique will lift the alar
rim and actually slightly turns the alar rim inside creating a
new rim and this could be tailored differently on both sides
according to the amount of lift needed.
3. Results
Survey responses were received from 24 patients. Mean age of
the study group was 27.625 years. All patients had 1 year fol-
low-up pictures available for review. The minimum age was
19 years and the maximum was 45 years. The study included
10 males (41.66%) and 14 females (58.33%). All patients com-
plained of alar overhanging with different degrees. Patients
were divided into two groups. The ﬁrst group had 11 patientswho requested rhinoplasty only for correction of overhanging
alae. The second group (13 patients) performed the sail exci-
sion technique with other corrective procedures for correction
of nasal deformities.
Patient satisfaction was recorded by a score from 0 to 10,
with 0 being the least satisﬁed by the result of surgery and
10 being the highest satisfaction. The minimum satisfaction
score was 5 and the maximum was 9 with a mean of 7.41
(Figs. 4 and 5).
Three standardized views were used for the analysis and
evaluation of the surgical results by authors, including left pro-
ﬁle, right proﬁle, and basal views. These 3 views allowed visu-
alization of the alar-columellar relation. They were then asked
to rate the postoperative results in the provided photographs
over 4 given regions of interest (Right proﬁle, left proﬁle, right
side basal view, and left side basal view) by a score from 0 to
10, with 0 being the worst result of surgery and 10 being the
best result as far as achieving a normal alar-columellar rela-
tion. The minimum satisfaction score was 5 and the maximum
was 9 with a mean of 6.83.
Clinical examination of the nasal valve area of patients who
underwent only sail excision technique revealed no affection of
its patency. The patients who had multiple corrective rhino-
plasty techniques with alar overhanging correction revealed
increased patency of the valve area. These ﬁndings were
backed by the non-signiﬁcant change in NOSE scale survey
of the ﬁrst group patients before and after surgery. Signiﬁcant
improvement of the nasal airway was obtained from the sec-
ond group who had multiple corrective techniques. A mixed
model was statistically analyzed with XLSTAT (Addinsoft,
New York, USA) to assess the effect of age, sex, and view
on the subject scores.
4. Discussion
The alar-columellar relationship is essential to be understood
for the proper management of alar deformities. Gunter deﬁned
this relationship describing the ideal distance from the long
axis of the nostril to either the alar rim or the columella to
be 1–2 mm. an increase or decrease of this distance indicates
a deformity either retraction or overhanging of both variables.
Alar overhanging has been managed by Millard through
shaping and thinning of the alar base. This was further modi-
ﬁed by removing a 3 mm horizontal elliptical incision of the
vestibular skin. Direct external skin excision among thick
skinned patients is expected to have higher incidence of a
noticeable scar.
The greatest advantage of this technique is that all of the
incisions were placed in the vestibular skin thus hiding the
scars to the depth of the normal alar rim.
Baladiang proposed the possibility of hypertrophic scars at
the alar rim, vestibular stenosis, and scar contracture. In our
evaluation study, we did not observe the presence of these
complications. The patients who underwent this technique
had a good degree of satisfaction and our evaluation of the
external alar base scars was acceptable. We found this tech-
nique to be reliable and simple to be performed with fairly
good results and patient satisfaction. In this study, the tech-
nique did not signiﬁcantly change the nasal valve area patency
which could be an issue to be considered during alar deformity
correction.
Figure 4 Left frontal view of a female patient 23 years old with alar overhanging. Right view of the same patient 1 year after the sail
excision technique for alar overhanging.
Figure 5 Left lateral view of a female patient 23 years old with alar overhanging. Right view of the same patient 1 year after the sail
excision technique for alar overhanging.
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